The clinical records of 200 consecutive cases of gonococcal urethritis attending The Special Clinic at the Royal Victoria Hospital, Belfast, from January 1966 to March 1967 were studied. Excluded from the study were seafarers and non-residents who could not be given routine surveillance.
Formulation of diagnostic criteria involves consideration of: The incubation period of N.G.U.
The clinical and microscopic components in the diagnosis of N.G.U.
What is the incubation period of N.G.U.? That there is no straightforward answer to this question is not surprising in view of the fact that there are more than a dozen possible aetiological agents for this condition (King 1964) . There are, moreover, two additional highly variable factors, viz: (1) the degree of patient-tolerance to a feeling of discomfort in the penis, or mild dysuria; and (2) the degree of patient-concern generated by a "slight discharge". It seems likely that some patients may either not notice, or else feel unconcerned about slight urethral discharge and never seek medical advice. It is certainly true that some consult a physician only after the discharge has been present for several weeks or even months.
Some indication of the very wide range. of variation in the estimates by different workers can be guaged from the fact that Boyd, Csonka and Oates (1959) concluded that the incubation period of N.G.U. could vary from less than 8 days to 13 weeks. Harkness (1950) , however, set the limits between 5 and 30 days; but the longer estimates are based on the time interval between exposure and the seeking of medical advice by the patient.
In the present study the patients sought medical advice early on account of gonorrhoea and were kept under close supervision. Under such circumstance the diagnosis of N.G.U. depends on criteria applied by a trained observer (the physician) rather than on the degree of patient-concern or indifference to any signs that develop. One of the authors referred to above, Csonka, carried out a further study in 1967 where a group of patients penicillin-treated for gonorrhoea were observed for the development of N.G.U. Twenty-one days from the first day of attendance was postulated as the incubation period under these circumstances.
In the present study, 28 days from the day of the first attendance at the clinic was arbitrarily chosen as likely to include the majority of concomitantly acquired cases of N.G.U. Signs developing subsequent to this were thought to have more probably been due to re-exposure.
It was further held that penicillin has no therapeutic effect on N.G.U. and hence that the incidence of penicillin-treated patients who developed N.G.U. before the twenty-eighth day of surveillance could be taken to represent the true incidence of double infection at the time of exposure (Gartman and Leibovitz, 1955) .
THE CLINICAL AND MICROSCOPIC COMPONENTS IN THE DIAGNOSIS OF N.G.U. In this series no virology studies were made, and the only non-gonococcal pathogen sought (but seldom found) was Trichomonas vaginalis. N.G.U. was diagnosed on the following clinical and microscopic findings:
(1) The presence of a purulent, mucopurulent or mucoid urethral discharge persisting or recurring more than a week following the disappearance of gonococci from urethral smears and cultures. (2) The presence of urinary "threads" under the same circumstances. (Whenever the significance of a "thread" is in doubt at this clinic, it is gram-stained and examined microscopically and is regarded as evidence of urethritis if it contains polymorphonuclear leucocytes). When prostatic massage yields a secretion containing fields of 10 or more polymorphs per high-power field (X 90 objective) this is taken as evidence of prostatitis plus posterior urethritis. RESULTS Applying these criteria is was found that 23 out of 200 (11.5 per cent) patients with gonorrhoea had a concomitantly-acquired N.G.U. It must be added, however, that no less than 64 (32 per cent) of these patients defaulted before the twentyeighth day of surveillance. As it seems unjustifiable to assume that none of these defaulters developed N.G.U., the above estimate should be taken to represent the minimum incidence of double infection. Ten patients developed symptoms of N.G.U. between 7th-13th day, 8 from 14th-20th day and 5 from 21st-27th day.
COMMENT
It is of interest that Csonka (1967) estimated that 22 per cent of his patients who were treated with penicillin for gonorrhoea had a concomitantly-acquired N.G.U. He allowed 21 days from the first day of attendance as the likely incubation period for N.G.U. His default rate was 16.5 per cent. It is surprising that his estimate should be approximately twice that of this series. N.G.U. has shown a yearly increase in England and Wales since 1952. Moreover, the N.G.U. /G.C. ratio has shown an overall tendency to rise, though it still remained below unity in 1966. In Belfast the N.G.U./G.C. ratio has exceeded unity since 1966. In 1967 it was 3/2 approximately. This finding would appear to support the contention of Laird (1958) from his Manchester study that gonorrhoea is relatively commoner in immigrant communities (viz: West Africans and Irish) and N.G.U. in indigenous populations; for Northern Ireland has a relatively static population and has no large immigrant community.
